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... FOREWORD 

This document was developed by the Office of Graduate Medical 
Education (OGMEVin follow-up of the deliberations of the Graduate Medical 
Education National , Advisory Committee (GMENAC) and the Allergy Delphi 
Panel convened on its behalf. 

The purpose of this- enterprise was to provide exposition and an 
updated refinement of the GMfiNAC fstiraate of physician workforce 
Requirements for 1990.. GMENAC was chartered J>y the Secretary of Health, 
Education, and Welfare (currently Department/of Health and Human Services) 
in 1976 tQ provide recommendations ^regardin^ changes in graduate medical 
educatipn likely to achieve a balance in the specialty and geographic 
distribution 'of physicians, according to estimated needs of physician 
services ^ One of ^series of specialty-specific monographs^ this paper 
should serve as a-resource to professional organizations, governmental 
planners and other groups of health polic)nAakers in developing guidelines 
for graduate medical education, and planning for equitable access, to 
health selrvices for all segments of the United States population. >h 

Jeralfi Katzoff, Chief of the Research and Analysis Branch of OGME, 
and F. Lewis Aumack, Socia^ Science Analyst, were responsible for 
deve^loping and organizing the materials and tflethodology which served as a 
baM.s for. the Entire study. In addition, F. Lewis Aumack had lead 
responsibility in coordinating th^ Delphi Panel grobps^ an^ tabulating the 
results. Cheryl Birchet te-Pierce served as coordinator for the dialogue 
with subspecialty organizations, and was involved in the collation anci- 
drafting of materials for this monograph series. Itzhak Jacoby, the 
former Director of OGME, was responsible for the" initiation of the effort. 

Comments regar(iing' this monograph may be sent to the Office of 
Graduate Medical Education at the Cehter Building, Room 10-30,^3700 
East-W^t Highway, Hyattsville, MD. 20782. * . 




Marjorie A. Bowman, M.D. 
director 

Office of Graduate Medical 
Education 
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BACKGROUND , . ' / 

Over the past several decades,* there has been a growing concern among 
the medical community, policymakers, and the* public at large about the 
ability of the Nation to m^et its h^lth care needs. Initially, this took 
expression as a fear that a shortage would result from the combined 
effects of advancing nftdical knowledge , specialization, urbanization , and 
rising demand caused by^greater public awareness. To offset the perceived 
•shortage, many government programs were finsti tut e<^ in the 1960s to 
increase the sjUpply of physicians* ' . ' , . 

^SVaHually, hoWever , there grew an awareness that the problem was not 
so much one of undersupply as it was o'ne^ maldistribution of physicians, 
both geographic area and by specialty, and that the expanding supply 
of physicians would not splve the .problems related to poor distribution. 
As concern about the physician maldistribution grew in the 197Cs, many 
people in both government and the private sector de^bated the programs and 
poli'cies that should be pursued- in the future to assure that the, health 
care needs of the public would be best served. This debate was of great 
concern when the Comprehensive, Heal th Manpower Training Act of 1971, 
(P.L. 92-157) expired in 1974. Two years of continued national debate 
ensued, during which time several proposals were made to regulate the 
number and distribution of residency training programs and positions in ^ 
an effort to correct the perceived physician specialty maldistribution. 
During those debates, the Secretary vof the Department of Health, 
Education, and Welfare (DHEW) 1/ submitted a plan to establish an 
"Advisory Council on Graduate Medical EducationJ"^ using existing; 
authority un^der section 222 of the Public Health Service Act. "The 
culmination of those debates was the Health Professions Educational 
Assistance Act of 1976 (P.L. 94-484). ' ' • • 

GRADUATE MEDICAL. EDUCATION NATIONAL ADVISORY COMMITTEE 

The task of alleviating maldistribution thus fell to the Secretary 
of the U.S. Department of Health, Education, and Welfare who chartered 
the Graduate Medical Education National Advisory Committee (GMENAC). 
on April 20, 1976. The cl\arter, which originally vfes to expire on- ; 
April 20, 1978, had twice been extended to April 30, 1980 and i: 
September 30, ^980. The Committee , Is of September 30, 1980, consisted 
of 19 representatives from the private sector (X3 physicians, 2 nurses, 
attorneys, 1 hospital administrator , "an^ 1 economist) and^3 CiX officio 
Federal agency members . 



1/ As a result of the creation of the Department of Education in May 
1980, the Healt;h and Welfare components of DHEW became the Department of 
Health and Human Services (DHHS). 
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As' stated in the "Interim Report'^Cpepartmetit of Health, Education, 
and Welfare, 1979) the primary purpose of the Committee was to make 
recommendations to the Secretarjr regarding physician specialty aivd 
geographic distribution, and methods to/f inance graduate medical 
education.- The Cpmmittfee cho^e 1990^ as its target date beca<lise by- that 
date it wa^ estimated that 30 percent of the current supply of physicians 
will have been repiac^ due to retirement, death or other causes., and 40 * 
percent of the ph^j^siqians in 1990 will have been trained since the 
inception of the Committee's work. Thus the opportunity existed to 
affect change by the Committee's efforts-.' , 

STRATEGIES FOR ANALYSIS 

To fulf^ill its charter purposes', the Commi ttee directed its analysis 
along tjirelf directions: (1) data analyses, (2) constitution of Technical 
I^anels of^ Inquiry, an,d* (3) models for forecasting future physician supply 
and physician requirements. For- tht^ost part, this monograph will deal 
with t^ie third strategy f^or analysis. A few comments about the first two 
wj.ll, however, serve to provide a perspective of the ^na^al process. 

The Committee examined all data available on students, interns, 
residents, arid practi ti^oners boC^\ osteopathic and allopathic 
medLcine. A detailed analysis of this data will be found in the Report 
of the Graduate Medical Education National Advisory Committee to the 
Secretary, Septemb'er 1980, Volume OneT Jhe Nation' 6 supply of active 
physicians is expected to continue to grow rapidly. "This future growth 
will outpace U.S. population increases, so that the ratio of physicians 
to population will also r^se. The number of physicians in primary care 



specialties is projected to increase relative to the total population 
It is expected that the higher ratio of physicians to population will 
encourage the primary Care physician to offer expanded hours of service 
in order to meet the competition'of his colleagues. It is projected th 



ipe 

this will ^result in a moderation of the increase of the total visits to 
emergency departments. 

GMENAC's second strategy for analysis called for the use of technical 
advisory panels covering variotis issues'. Five panerls were formed: 
(1) Modeling Research and Data , which provi^ded direction to the -modeling' 
efforts which will be described below; (2) Financing , which examined the 
effects of different means of financing medical education, housestaff 
training, and delivery of services and tj^xe effect of each on distribution 
and geography; (3) Nonphysigian Health Care Providefs , which examined the 
role of nurse practitioners, physician assistants, and other providers, 
and the implication of their eicistance on needs for certain categories of 
physicians; (4) Geographic , whiif h^ xamined thq^ geographi^ and distributive 
considerations which need to be addressed ^g), most effectively meet access 
problems related to J)Oth getleralists and specialists; and (5) Educational 
Environment , which examined the impact of the institutional environments 
(medical sc^iool , teaching hospital) on specialty and geographic distribu-- 
tion of physicians. A full discussion of the work of the Technical Panels 
will be found i^pthe Report of the Graduate Medical Education National 
Advisory C ommi C'fe-^ t oThe Secretary, September 1980, Volumes Two, Three, 
Four, Five and Six 7\Jn Volume One of the Report, a summary of the major 
tasks of GMENAC is prebented. . ' 
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GENERIC MODEL 

* - , - * ,- ' 

GMENAC's third ^strategy for ^alysis involved determining the future 
need for physicians, A generic model was developed by the Committee for 
this purpose whicl^is referred to as an adjusted needs-based model" (see 
Figure 1). Existing epidemiological data and hospital utilization data 
were used as a starting point in determining service requirements or 
needs. Data oh conditions that Were Impwn^ ta be treated by physicians in 
a given specialty or specialty group weVe selected based on analyses of 
current practice content by sel f- designated, spec}.alists and estimates of 
the training content in each special ty^^ The^e data were axljusted by , ' 
panels of experts to take account of poorly measure'a^e variables. Panels 
of experts provided their advice at the points, in Figure 1 shown as "P" 
using a modified Delphi ptocess to r^ach consensus. A full discussion of 
the generic model may be found in the Interim Report of the Graduate 
Medical Education National Advi sory Committee to the Secretary (HRA^ 
79-633, and the Report of the Graduate Medical Education National 
Advisyory Committee to the Secretary, VMfine^ One and Two . \ * 

^ ~ ~^ ^ ' • ' ' 

, ALLERGY MODEL ' ' ' • 

; 1 

A panel of expert consultants (Delphi Panel) was selected ^rom a \ist 
of nominee^ and provided with briefing materials in order to estimate 
professional requirements- in allergy. Although staff had the major 
responsibility for the d^^sign of the model aaji the selection of '■ 
diagnostic conditions tp be considered by the panel, the panelists hadj' 
very significant input, ^hey \ef vned the model and reviewed the selescted 
morbidity con di ti ^s , making additions, deletions and combinations which 
they considered appropriate. ^Ther Delphi "Panel then made the appropriate 
estimates needed to implement the mode-l and the results of^th^ir ^ 
deliberations were presented to the Modeling Panel for Its consideration. 
The Modeling Panel endorsed the Delphi Pan^l recojjpendations with 
modif icationft which were then presented to the GMENAC at a plenary 
ses&ion. The requirements ' tor allergy were thus deliberated and £^dopted 
in the public arena. ^ 

At the^ time th6 generic model wa& conceptualized, it was recognized 
that it cauld not be fully implemer<ted,;.by each specialty, but that a 
series of closely related models would be developed. In the case of 
allergy, a model specific to ambulatory care waS developed, since care is 
generally confined to the ambulatory settings. Like the generic model 
which i t^-p^rallels , the allergy model used diagnostic codes specifically 
coded in, terms of 'the International Classification of Diseases, Adapted 
fdio^ Use in the United St;ates jllCDA) and utilized the Delphi Panel to 
provide advice at each 
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Figure 1 (.Continued) 

True need was based on changes made tx> existing epWemiologic 
c^ata. 

Adjusted need was based on the percentage of true need 
re|iliring health cate which- should be handled by a particular 
specialty. 

Norms of Care Vere descriped ip terms of visits*for each 
specialty.. , ' ' 

Delegation was in t^rms of the percentage of visits to the 
specialty team which sbould'^be delegated \o nonphysician 
health care providers. 

Productivity of speiialists was determined in terms of number*^ 
of visits provided within a week and hours spent in patient 
care. Productivity data on specialists should be adjusted 
for changes ensuing as a result of utilization of services, 
other than direct visits, provided by nonphygician health 
care providers. 

Calculation of manpower requirements was made by changing FTE 
requirements into total requirements based on the proportion 
of a specialist's workload devoted to nonhealth care 
activities (e.g. teaching, research, administration). 



• As noted in Figure 2,^ the ambulatory care model consists of two 
tracks^ Track 1 estimates the services provided to patients referi^ed to 
the allergist by the gener IT" practitioner , family practice physician or 
general internal medicine specialist (a group henceforth referred to as 
"GFIM"). Track 2 estimates the services provided to patients who were 
not referred to th^ allergist from G^IM sources. 

The model starts with present incidenceTprevalence rate per 
100,000 population for each ICDA under consideration. The panelists were 

hen asked how they thought this rate should change by 1990 and to 
estimate the rate that should require medical care in 1990. 

At this point, the model divides into two tracks. In Track 1, the 
panelists were asked to estimate the rate^of those requiring health care 
that should be seen by the GFIM. Of these, the panelists were asked to 
predict the rate that should be referred by the GFIM to an internal 
medicine subspecialisb and the percentage of that rate which should be 
referred to the, allergist •in particular. The figure thus derived was 
multiplied by the norms of care which the panelists estimated as the 
number of visits required for the treatment of the particular ICDA. The 
product of these factors was then multiplied by the 1990 estimated adult 
population to yield the pre-delegated allergy services from Track 1. The 
panelists were then asked to estimate th^ percent of allergy services 
that should be delegated to the nonphysjt^cian provider. This was then 
multiplied by the total estimate of visits pre-delegated and then 
subtracted from the total pre-delegated visits to yield the pos t-del egated 
allergy services from Track l'. 

In Track 2, the panelists were asked to estimate the rate of those 
requiring allergy care who were not referred from GFIM sources. This 
figure was then multiplied by the norms of care and the population factor 
as in Track 1 to yield the pre-delegated allergy sert^ices from Track 2. 
The percent delegation was then applied and subtracted from the 
pre-delegated estimate to yield the post-delegated services frjm Track 2. 

The total allergy services from Tracks 1 and 2 were then sunmed to 
yield the total ambulatory services. The model described thus far 
represents: 



"V" in the expression J[_ x (1+C) X (1+G) +R =« . 

SxP 

where: V « total, non-delegated visits 

S =« simultaneity factor 

P « productivity 
\ C « add-on for percent* of patients less than 17 years of age 

G ■ add-on for the percent for the requirements of general 
practice 

R ■ add-on for the number required for research, 
teaching and administration 

- ^a ■ total number of allergists required (ambul atory model ) 



14 



FIGUIE 2 
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The denominator of thfe fraction is the product of simultaneity and 
productivity • The simultaneity factor ^was defined by GMENAC as "average 
number of different conditions treated per office visit.*' Since a 
certain number of patients have multiple illnesses, and a physician can 
treat more than one illneis per viaj-t, this factor " serves to reduce tlje 
total number of visits. 

f 

Productivity Vas" defined as the product of tfie number of visits' pfer\ ^ 
xweek seen by the allergist and the number of weeks per year that the 
physician works. - ^ ■ 

^ * . ' ^ ^ J ' • / ♦ 

Throughout the model, the pan^l^sts' responses assumed only direct 
allergy patient care to adults. It was recognized , however, that the 
allergist** does deliver some services to patients under the age of 17 as 
well as some general medical care in normal practice. It was also 
recognised that a certain number of allergists are primarily involved in 
research, teaching and administration. These professional activities 
were, therefore, treated as an add-on to the basic requirements. ' 

bELPHI PROCESS 
« 

As in each specialty studied, a Delphi Panel was selected for allergy 
to provide advice on the appli-cation and implementation of an appropriate 
model to use in developing professional requirements for allergy. ^ 
Because of the constraints of time, the panelists were selected from a 
list of GMENAC nominations. The Allergy Panel consisted of three 
members. A roster of the Allergy Panel is given in Appendix C. The 
panel then engaged in a modified Delphi process. 

As noted by Delbecq et al . (1975), Delphi may be described as a , 
method for structuring a communication process so that a group of 
individuals may effectively make judg^lents about complex issues. Delphi 
has been applied to a variety of situations requiring group 
communication, including situations whose principal purpose was 
classification and prediction. 

> 

During Delphi Panel deliberations, participants usually exchange 
views and comments anonymously through written materials. Anonymity 
protects the group from being dominated or influenced by strongly 
articulated positions, aggressive personalities, or peer pressure. 

In determining manpower requirements, the allergy utilization of the 
Delphi was in modified form (as was the utilization by the other 
specialties studied). The Delphi was divided into three phases which 
took place during two two-day meetings separated by a phase that took 
place by mail. The first phase explored the subject being studied. The 
participants studied, and refined the models, became acquainted with the 
reference- data utilized, and made adjustments to the ICDA selections for 
study. The participants were then asked to individually complete their 
questionnaires and to return them to the staff for compilation. During 
the second phase, data from the first meeting were mailed to the 
participants together with the calculated median responses , The 
panelists then returned their new responses to staff for compilation and 
calculation of new medians. The third phase identified areas of 
agreement and disagreement among group members. An attempt was made to 
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reduce variance in panel estimates with the aim of insetting the consensus 
or me"3^ian estimates into the models so that allergy professional 
requirements^ could be derived. ' 



The modified. Delphi , which was used in the study of -allefgy, offers 
several advai^tages as a method o£ obtaining expert opinion over the 
traditional Delphi. It imposes a minimum burden of time and expense on 
partieipants and reduces the number of group meetings , thus ekpediting^ 
the final result. } 

. REFERENCE DATA SOURCES ' ^ , . 

The panelists were provided, with several sources of reference data to 
aid them, in their deliberations. In addition to the judgments ^f the 
Adult Medical Care Delphi Panel (AMC) and the Modeling ^anel, thfey were 
prpvided with data from a number of studies. A detailed discussion of 
the data sources follows. ^ 

The Health Interview Survey (HIS) provides national data on the 
incidence of illness and accidental injuries, the prevalence of diseases 
, and impairments, t*he extent of disability, t\^e utilization o^ health care 
services, and other health .related topics. (The interviewees of this 
study are the patients themselves or their immediate family members. 
-Because of technical and logistical problems several segments of the 
population are not included in the study. Persons excluded are: 
patients in long-term care facilities for the handicapped; persons bn 
active duty with the Armed Forces; and persons who have died during the 
calendar year preceding thB interview. The result is that the HIS data 
somewhat underestimate leyels of disability and health services 
utilization when the total population is considered. Although the effect 
on allergy may be minimal, it should also be noted that there is severe 
underreporting of certain diseases such as mental illnes^ses and venereal 
diseases in t'he HIS data. This latter problem stems froin varying > 
prevalence estimates on patient as opposed to J)hysiciaTf reported 
measures. I^evious studies have indicated that patients jQften do not 
know or deliberately hide the precise diagnosis of their co^ndi^^^on^. 

The ^Standards for Good. Medical Care (Schonf eUS^ttrvey utilized peer 
judgments by a samplle of physicians concerning various aspects of 
standards for g6od medical care. These judgments pertained to contacts 
and encounters in relation ^o location such as office or hospj^tal, the 
number and purpose of the visits as well as the required hospitalization 
/ days and de^iraUie specialist ref errals^^ An important aspect of the 
^study is that it focuses on wl^at should be the standards for good medical 
care rather than on the present situation as it exists! Schonfeld data 
having particular relevance to the a^be^gy study include norms of care 
and the percentage of patients which should be referred to the specialty 
from the generalist within one year. Several limitations of the study 
should be noted. A serious deficiency of the study is that only 242 
diseases were, studied. As a>result, there were no data^ f or many of tlie 
ICDA codes considered by the panelists. A related disadvantage for these 
deliberations resulted from the variations in the specrficity of the 
disorders considered. Sometimes the Schonfeld study used a 4-digit ICDA^ 
sometimes a 3-digit, and at still other times a^composite across the 
entire classification system was used. The study specified 87 referral 



specialties and subspecialties^ Still another limitation of the \ 
Schonfeld study, is the; relatively spall sample, of primary physician ^ \ 
internists int.erviewed . The median number of judges across all adult ' 
diagiKJses wSfcvS less *than two. *- - 




The AmerLfcan Medical Association data on Profiles of Practice are 
based upon questi^nhaire responses to ri,121 non-Federal office-based 
patient; caVe- physicians. Data were collected from October 1975 to \ 
F^bri/ary 1976 'on work patterns and practice characteristics of 
physici^ans. The dat^ takeit' frop^ the AMA survey relate to the questions 
on the productivity of phy^io^ans in iToth .the ambulatory and hospital ^ 
models. A serious limitatioj^ of the data source stems fpom the fact that 
the response rate of the survey was only about 5a percent, has been.v^ 

hypothesized that the less busy physician is mote heavily represented v 
fhan the busier one. The d^tar may , therefore-, indicate a lower 

roductivity, rate than would be true if the sample were truly 
representative of the total physician ""population. Lastly, the AMA data 
base classifies physicians, not in terms of their board certification, » 
but in terms pf self-designation* 

^ . 

/The University o.f Southern California, Allergy Practice Study Report 
is^art of a series of* studies that were conducted under contract to the 
Health Resources Administration. The reports^ describe the professional 
activities df the subspecialis ts on a Rational basis. The studies present 
information describing patient volume, the specific characteristics of 
physician/ patient encounters, and the organization of the subspecialty 
practices based upon' p^iysician responses to a log-diary survey. Several ^ 
liWtations of- the USC data sho^ild be noted. For example, the||fi may be 
misspecif icatioiF^of diagnosis. Furthermore , .there is a potential for 
observational bias, the extent of which is unknown. There is an undeter- d 
mined number of diagnoses that were hot reported in the study and the 
possibility exists that this may represent selective reporting on the 
part of the respondents rather than an occasional (random) failure to 
report datia. The collection of data occurred at one point in time.^ In ; 
the case oP allergy, the study was conducted in November 1976. There is 
the possibility <«that this time of year may not be representative' of the 
typical practice of the allergist for the entire 'year. A further 
limitati6n of the data is that the estimates are only^^^tyworking 
.physicians. No adjustment was made for those who ate on Vacation dr 
otherwise not professionally active, which may reasonably/be expected to 
be about 8 to ^4^2 percent. Lastly, the response rate fc^r dllergy was, *8 
percent and should be considered in ihterpretation of the data. 

The National Ambulatory Medical Care Survey (NAMCS) is a* national 
probability sample survey .conducted annually by the National Center foB 
Health Statistics to explcyre the provision and utilization of ambulatory 
care in the physician's office. It was designed and developed from 
1966-1972 by. a number of organizations and individuals in the medical 
community, the staff of NCHS, and contractors with acknowledged 
expertise. The survey is performed on a s^ample of physicians 4n 
non-Federal , ' of frce-ba-sed practice and theref ore does not^ include 
em:ounters taking place in hospitals, nursing homes, the patient's home, 
or' other institutional settings.- In addition, care provided by the 



prfysfcian on the telephone is not included. All specialties aye included 
except the hospital-based specialties of anesthesiology*, pathology, and 
radiol(igy. , * » 

' . ., . : \ . •■ ^ 

The questionnainre requests information from the provider <^ tlie 
follofci^ing: date of visit; age; .sex; race of -f^tient; patiei\t ' s' principle 

»prdblem(s), complaint(s) ,'^©r symptom(s); major reas^bn for the-visit (i.e. 
Whether acutfe or chronic, initial visit or follov-up, well care, fflmiTy 

-planning, counseling, referral, etc.); physiciaift's principal diagnosis 
(ICDA) ^and other significants current diagnosis; ^iafgnostic or therapeutic- 
services' reiidered (18 categjiries listed); disposition of visit (eight 
categories listed), land duration of visit. 

In 1977, of the 3,069. physicians who were -eligible for the study, 
80.5 percent responded. A total of 570.5 million office visits were 
reported. An estimate of 10 million extrapolated visits has a relative 
standard error' of 7.5 percent (750,000 visits). 

When extrapolate^d nationally, NAMCS visit;-rate^ to physicians appear 
lower than HIS visit^' rates because they exclude telephpne, clinic, 
hospital, arid emergency room visits. However, \n designating the 
specialty of the physician, N^CS data are probably more accurate, 
because the provider rather than the ^.consumer (who must- rely on recall in 
filling out th^ questionnaire) supplies the information. 

In the Delphi, panel members may use NAMCS data iji estimating the 
percent of patients with need requiring medical care in an ambulatory 
setting that should accrue to a , particular sp^ciali-st and in developing 
norms of care per fiondition. -NAMCS *data provide current estimates on the 
percent of ambulatory vi9its made to a particular , specialist, to help in'\ 
the. former estimation and average number, of visits .made for specific 
conditions to assist in the latter. ^ ' - 

4 • ' ■ ■ . , ■ " 



li. OVERVIEW' QF 'ALLERGY 

SUMMARY \ - " 

Historically, the specialty of allergy developed approximately ^0 
years ago with; the reco^^ni tion that hay fever, asthma and hives at times 
stemmed from the presence of abnormal antibodies within people. In the 
1960s, the subspecialty of allergy broadened to incorjjor.ate immunology. ' 
Since 1969, when the subspecialty changed to all"ergy and' clinical 
inmunology, it has been uniquely characterized, as having a semi- 
ipdependent status. The. American Board of All^gy and Immunology remains 
a conjoint board of the American Boards of Ir\cernal Medicine and 
Pediatrics. \^ ^ , 

The American Acadeipy of Allerrgy is the lar ges t pr ganization and is, 
the major representative of the academic and practicing allergists. The 
majority of the members are clinical practitioners. The American Cbllege 
of Allergy, the second largest organization, is mainly composed of 
pri^ate^practitioners . They are self-identif ied'as having achieved 
special expertise derived f rop practices dominated by' patients afflicted 
with allergic and immunological defects. The American Association of 
Clinical Immunology and Allergy is an offshoot of the College and . 
promotes the development of an indepencfelt board in Allergy and Clinical 
Immunology which does not require prior certification of its residehts 4n 
internal medicine of pediatrics. Lastly, the American Association of 
Certified Allergists represents allergists* cettifred under the old system 
and was fqrmed to promote the highest goals, in the field. All four y 
organizationei ar^Jrioosely joined by the Joint Council on Allergy and * 
Immxjnology, which represents the subspecialty in terms of social and 
economic matters in Washington, D.C. (Blbom, 1977 and Reisman, 1981)'. * 

CURRENT PRACTICE — >r 

At present allergy is a subspecialty characterized by two contraSiting 
comp8|ients . Clinical allergy has remained relatively stable in the past 
40 years with concentration being placed upon treatment of atopic 
allergie,8 (hay fever, rhinitis, asthma, etc.). Immunotherapy is the' 
classical trerftmefit modality adopted in the practice. In contrast to 
clinical , allergy , clinical immunology is >a more recent development in the 
field which places emphasis upon the accumulation and translation of 
fundamental knowledge of the immune system into treatment interventions. 
Within this new field, there are thrusts toward both clinical and 
laboratory practices. The former concentrates upon immunopathologically 
induced disease, immune competence and manipqlations of immune functions 
of patients, and is usually restricted to an area of disease or a 
specific organ. Laboratory immunology focuses upon diagrtostic testing, 
the preparatioa and administration of immunotherapeutic ^products and the 
study of pathogenetic mechanisms (Kniker and Mittels taedt ; Aug 1979). 




A workshop conducted by prominent person g^ in the subspecid^lty 
concluded that the nex^l^ ten. years of the specialty will be primarily 
characterized* by treatment of the same type of^'^ttiient who .frequents the- 
clinical office at present, such as those with'^stMh^ rhinitirs , ^ 
urticaria and hay fever. However, it was the consensus^ of par ticipai^ts 
at the workshop that the scope of the practice of allergy^in the future^ 
should be broader and include expertise in , the education of immune 
icompetence; familiarity with therapies affecting host-defenses such as 
anti-inflammatory, immunosuppreMiv'e and ic^munostimu-lating agents; and, 
the capacity to carry out* arid irtt;^rpret^a Variety of procedures 'and tests 
which are not routine in usual I'^boratory services (Kniker ^nd 
Mittels.taedt, •Sep/Oct 1979). / 

* The immunologic component of the subspecialty will continue to 
experience new discoveries- relating the origin of diseases to immunologic 
deficiencies, such as dysfunctions of leukocytes.. Knowledge 'in the 
prevention of or management of graft rejection after tissue or organ \, 
transplant should also b^ advanced as should be the entire -field of tumor 
immunology, which focuses on tfte failure of immunologic surveilliance 
^rejgct abnormal growth' in cells (Kniker and Mittfelstaedt , Sep/Ott 197SU . 
Others have indicated that immunologic treatments for cancer are rfow 
under development a» are appropriate immunologic tissue typing and r ' 
suppression of immunologic defense which are essential to the suc^S^sful 
tran^lantation"jf organs. Lastly, in the near future 8om6 predict that 
tfiereH*ill be a^^lncreasing incidence of respiratory allergy to common 
plant pollens, mo fds and organic dust along with allergic problems^due to 
chemicals, food preservatives and colorings which will increase the 'total 
number of allergic reactions in the population land c^comitantly the need 
for substantial numbers of allergists *^o continue practicing along 
traditional atopic lines (Norman, . 

supIly ' " ^ ^ 

Supply estin^tes developed for GMENAC indicate there were 
approxma>8^ 2,100 allergists in practice in 1978. gince.this estimate 
was d«-^eT^<^d from baseline data obtained from the AMA physician 
mast^rfp^e, it applies to self-desi/gnated subspecialists . However, 
current estimates from the. Joint Cbuncil on Allergy and Immunology list 
2,800 self-designated allergists. /According to the Joint Council of - 
Socio-Economics of Allergy fi^proxijlnately one-half of allergists are 
board-certified (Norman, et al., 1978). In 1*990, a total of 3,050 
allergis^ts are projected to be in/practice; this figure includes 3,000 \ 
full-time physicians plus ^50 residents and fellows, the'latter of which 
provide approximately one-third the patient care activities of full-time 
practicing physicians (GMENAC Sumlmary Report, 1981). 

A questionnaire given to prominent ^l.Lergists, training program 
directors, and members of the Bobrd has revealed -a belief within the 
field that the subspecialty is dlirren.^y in undersupply. In order to 
appropriately treat the 15 perceint of^^^le population which has allergies, 
a rate of one allergist per 50,600 people is recommended. This equals 'a 
total of 4,036 physicians for the adult population in 1978, or one 
specialist per .7,500 allergic i'ndividuals , assuming that one-third to 
one-half of all persons with allergies require at l^east one consultation 
and that each specialist handles between 2,000 and 2,500 patierits per 
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year. In addition, an average of between three to four subspecialists 
involved in teaching and research activities at 113 schools was 
recoDmended. Hencfe^, approximately 400 allergists would, be required for- 
nonpatient care activities. Medical centers, furthermore, have a need 
for subspecialists trained in immuno-def iciencies , cancer and auto-immune 
diseases which would require an additional need for 1,000 clinical 
immunolo gists. Thus, a total of nearly 5,500 allergists, which is over 
twofold their present supply, are presently required according to 
respondents of the subspecialty survey (Norman, et al., 1978). These 
methodologies result in different projections from the GMENAC adjusted 
need^ based model. The subspecialty currently faces a growth rate of 3.9 
percent, the second lowest of all subspecialties (Tarlov, Schleiter, and 
Weil, 1979) . ^ 

PRACTICE PROFILE 

)\vailable data collected on the practice i^fofiles of allergists 
indicate that those graduating in the last five years in the 1970s were 
predominantly involved in patient care activities (Norman, et al . , 197.8). 
As seen below in Table 1,/this coincidies with data obtained on Canadian- 
Allergists (Toogood, et al., 1974, 1975)., 



PRACTICE PROFILE DISTRIBUTION OF ALLERGISTS 



activities 

private practice in allergy, immunology 
^i^ialty practice in allergy, immunology 
acaSemia 
military \. j 

OTHER 

TOTAL 



U.S. GRADUATES 
1972 - 1978 

60.0 

10.0 

24.0 
4.0 
2.0 . 



100.0 



1974/1975 

CANADIAN 

ALLERGISTS 

76.0 

24.0 

N/A 

N/A 

100.0 



The overwhelming percentage of allergists are involved in clinical 
practice. However, a substantial minority, near one-fourth, are 
academically based. This finding is similar. in both the U.S. and 
Canadian data. 

Current data on the practice" of allergists are \contained in the 
University of Southern California (USC) Allergy Practice Study Report ' 
(Mendenhall, 1978). Data obtained from the USC stu4> sho^that 90 
perpent of the practice bf allergists i^ concentrated in the ambulatory 
setting and that nearly 35 percent of the time is devoted to non-direct 
patient care activities. During the average 39.3 hour work week for 
allergists, an average of 89.7 outpatient visits and 7.5 inpatient visits 
are provided by each practitioner. In the ambulatory setting, specialist 
care is provided to 35.8 percent of all patients and principal care to 
27.1 percent of all patients. The remainder of allergy care is devoted 
to episodic a^id consultative encoun^rs . Hence, according to the USC 
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care classification system, the predominant focus in/the practice 
concerns treatment v«)r " regula^^ patients , in yhich L limited scope of 
care, as opposed to the majbrrfjr^of care, is p^-ovide^. \ 

X' " 

DELPHI PANEL AND CONTEXT ISSUES ,4- 

. . * ' ■% » 

Delphi Panel Composife^n * 

Physicran requirements for the subspecialty were estimated' by a 
Delphi panel composed of three subspeciali^sts . These requirements were 
derived for all physicians practicing in allergy and clinical immunology, 
be they board-certified or self-declared practitioners, as well as 
residents. Represented in the panel were two peijions from academia and 
®ne from practice. 

, ^ Context Issues ^ ^ ' * 

/ After estimating requirements for physicians in their subspecialty, 
the panel of experts met^to discuss content issues facing their 
pt-actices. Panelists discussed the dichotomy ' facing their* field, whicl 
ils charaterized by a polarization of atopic allergists and* new "high 
powered" immunologis ts . In the allergy component of practice, the > 
principal function was thought to be the clinical care of asthmatics 
atopic disorders; however, a substantial number of allergists render 
general care. Their enhanced ro*le is seen to be as a classifier of 
asthmatics, many of - whom fall into categories requiring different types 
of interventions. .Many of the clinical allergists have no formal 
education, but hayk arrived at the specialty through experience and/ or 
short intensive courses of instruction. Some allergists prefer to 
maintain a broad clinickl base and to separate their health care role 
.from immunology. Breakthroughs in IgE or control of mediators .were 
observed to be possible developments which could diminish the requirement 
for the allergist in the future. 

> 

The clinical immunologis t discounts asthma ^nd atopy and cQricentrates 
on new immunologic breakthroughs. She/he tends to be among the more 
recent alumni of fell^owships and her/his future role is still undefined 
due to its dependence upon further developments . in immunologic research. 
The iramunologist* relates to immunologic components of other disciplines 
such as nephr^ogy, oncology and pulmonary medicine and has a significant 
dependence ujSon laboratory support. 

In the next 10 years, Delphi Panel members envisioned that a ? 
substantial portion of the practice of the clinical allergist wilL 
continue 'to encompass care in asthma and other atopic disorders. 
Increases in allergic .bronchospastic disorders may arise due to the 
growth in occupational pollutants. However, this may he muted by 
regulation of industrial-induced morbidity associated with pollution.. 
The immunologic disorders, in contrast,' may show increased tendencies to 
be, treated by organ-specific' subspecialtists , rather* than allergists or 
clinical immunolgis ts . 

Technologically, major increases in the understanding of the immune 
process are^ikely to be manifested^ in the following areas: pharmacologic 
interventions, suppression of IgE, control of cell-mediated immunity. 
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and the cloning of anti^gen- specific T-cell lines. In addition, there may 
be .an improved understanding of other functions such as phag9cytc)Sis ahd 
lymphokinesis. The emergence of refined bone marrow transplantation will 
impact on high risk cancer patients and those undergoMfe chemotherapy. 
Modified and more highly specific antigens may permit more effective and 
less frequent imnfunizations and the improved development of pharmacologic 
mediator inhibitors may diminish the frequency of ''chronic" visits.^ All 
of the above, plus potential gains in the delineation of generic 
determinants of the immune process, will serve to increase the need for 
successful intervention of allergists ^d clinical immunologists along 
with decreasing the need for Long-term care. Hence, there is a tendency 
for future technologic and environmental factors' to pla^ both a- 
stimulating and depressant role in the manpower needs of the specialj:y. 
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III.' NARRATIVE- DISCUSSIO N AND ANAT.VRFg 

' AMBULATOR^icARE REQUIREMENTS ^ 

. Incidence and Prevalence of Disease . \ . 

■ i . ^ — ' ^ ^ ^ 

In estfimating^ser vice requirements for allergy,- the Allergy Delphi 
Panel reviewed reference incidence^revalence and utilizatipn data for 21 
conditions that affect the ambulatory care practice of the allergi'>st. 
Hospital estimates were not provided due to the small amount of hospital- 
based care provided by allergists. Howdver, the panel implicitly account- 
ed for hospital care in the ambulatory n^odel used by them. Panelists • 
divided the number of non-hospital visits per week that should be handled 
by the average practicing allergist into the total number of ambulatory 
services required. This assumes that the average allergist handles 
hospital visits in excess of his/her productivity. A detailed listing of 
all conditions , the reference data, and the Delphi responses for each 
decision point are presented in Appendix E. ' 

Panelists reviewed the reference data and began their exercise by 
adjusting incidence-pVevalence rates per 100,000 for the population 17 
and older from the HIS and NAMCS for 1977 and subsequently 1990. When 
morbidity rates from HIS were unavailable, the number of annual "first . 
visits to physicians' offices was taken from NAMCS and used as a proxy 
for morbidity. As seen in Table 1 changes in the reference data that 
were made resulted in a 19.8 percent decrease in incidence- prevalence 
fttm the reference rate of 34,419 to the panelists' adjusted rate of 
27,591. This overall decrease in incidence-prevalence from the reference 
data IS directly related to a reduction in the rate of chronic sinusitis 
*'^^v^u-F^^' ^^^^ grossly overreported at 13,789, anymore 
probably was closer to a rane of 1,000.' Ip contrast, all the other 
conditions that were changed from the reference data in Table 1 were 
adjusted upward due to the panelists' perception that the HIS data 
significantly undercounted these conditions. This undercounting may be 
due to the relatively low subjective morbidity which increases the 
likelihood of failurd to report, the condition. NotaSle among the ^ 
diseases adjusted upward, were' conjunctivi tis and ophthalmia' from 45 to 
3,000y asthma from 2,930 to 4,000, and hay fever from 6,290 to 7,000. 

Table 2 deals with the changes in incidence and prevalence of 
conditions to the allergist between 1977 and 1990. The panel estimated ' 
that there would not be any decreases in the incidence and prevalence to 
those conditions betweeft 1977 and 1990. However, the panel estimated 
that the incidence and prevalence. would, increase for' six conditions 
ranging from 2 percent for asthma, to 10 percent for general adverse drug 
reaction. A dramatic increase of 400 percent to 1990 was estimated for 
persons ^receiving prophylactic innoculation an* vaccination. The Delphi 
Panel's total incidence and prevalence rate for 1990 was 6,217 greater 
than for 1977. The condition of persons' receiving prophylactic 



• . TABLE 1 

COMPARISON OF REFERENCE DATA AND PRESENT INC IDENcfe/ PREVALENCE 
OF DISEil^E AS ESTIMATED THE M-LERGY DELPHI PANEL 



^ dondi^on Group ^ 

Mental Disorders - • 
; 300 Neuroses 601 

Diseases of the Nervous , 
System and Sense Organs » 
360 Conjunctivitis, and - 45 
^^opthalmia ; 

Diseases of the Circulatory 
System 

446 Polyarteritis nodosa and 

allied conditions " 4 

^ Diseases of the Respiratory 
System 

493 ^Asthma 2,930 

503 Chronic sinusitis 13,789 

505 Nasal polyp 367 

507 Hay. fever 6,290 
Other respiratory diseases 1/ 4,670*^ 

Diseases of the Skin and 
Subcutaneous Tissue 
692 Other eczema and 

dermatitis 
Other skin and subcutaneous 
tissue diseases 1/ 

Diseases of the Musculo- 



1977 , 
Reference 

'ijicidence/ jPrevalence 
Data 



3,364 
1,205 



skele^tal System and 
Connective Tissue 
734 Diffuse diseases 

of connecti^fe tissue 
738 Other deformities 

N TOTAL ' ■ ^ 



14 
1 , 140 

34,419 



1977 . "v, 
'Allergy 
Delphi 
Panel 



1,016 



3,000 



4^000 
1,000 
500 
7,000 
4,670 



4,000 
1,205 



56 
1 , 140 

27,591 



.0 



Note: The numbers in this table are rates per 100,000. 

U The "Other" diseases include all other ICDAs within the condii^^ofi 
grouping that were addressed by the? pan§l but are not specified on 
this table. 



.1^ 



ERIC 



18 



26 



) 



/ 



ERIC 



r 




' / • v • • TABLE 2/ 

■ . :'■ : '.''•''".*"'*'' 

INCREASEa IN INCIDENCE/ PREVALENCE BETWEEN 
: 1977 , AMD i990 BY THE ALLERGV DELPHI PANEL 

' 1977 : '^^ ' ^ 1.990 ] 

Incidence- . Percent Incidence- 
* . . . Prevalence ' Increase 1?rev»lence 

Condition Group ^ . ' * Rate/ lOO/OOO ' 1977-90 ^ Kate/ 100,000 

Mental Disorders 

300 Neuroses V 1,016: " 10 1,118 

Diseases of Respiratory v - : 

System • • • 

491 Chronic bronchitis 3,217 5 3.,378 

493 Asthma ; ' /' \ 4,000 2 4,080 

Specval Conditions , 
NOS-2 Adverse drug| 

:r€saction: genei?al . 5,000 10 5,500 

y-01 Skin ^immunity and ' ' « 5 * / ^ 

■ sensitization tests '50 , 5 52 

Y-02 Persons receiving 

prophylactic innociilation 
' aiid vacci nati on ' 1,343' - ' 400 " y 6,715 

' sfcoTAL - ^ ; 14,626; . 42,5 20,843 

^ 0|her conditions / 12;.965 ^ 0>d U>965 

TOTAL 27,591 > 22>5 • 33,808 . . 

• ■ y " ' *• ' ' / : ' ' ■ 

NoteV The "other cotlditions" include ail othfer ICDAi that were a'ddr ess eti 
l>y. the panel. V ,v > ^ 



innocqlation and vaccination is. expected to increase 5,372 in 1990, which 
accounts for 86.4 percent of the total 22.5 percent increase in incidence 
and. prevalence to 1990. 

Delegation in Ambulatory Care 

After adjusting. incidence-prevalence rates, panelists proceeded to 
review data on the percentage of persons with each condition requiring 
health care, and in particular the medical services of the allergist. 
Appropriate norms of care (in terms of average number of annual visits 
per condition) were assigned to those requiring care by an allergist. 
The final step in estimating total services (visits) for a condition was 
to adjust the percentage of visits or visit equivalents which should be 
delegated in 1990. Visit equivalents are visits shared between the 
allergist and norlphysician provider, and are not total visits which 
accrue solely to nonphysician providers. Delegation of a full visit or a 
percentage of a visit is dependent on the practice style of the 
practitioner as well as the severity of the condition. Table 3 is a 
compilation of all delegated visits by condition. Total delegation was 
estimated to account for only 3.3 percent of all visits. This is 
understandable since the^v^ubspecialty would be more likely to handle the 
more severe disorders specific to allergy. Hay fever with 9.1 percent of 
visits delegated was perceived to account for 52.5 percent of all 
delegated visits. Hymenoptera (insect bite) reaction, is the second 
leading delegated conifition accounting for 41.8 percent of delegation, 
while 88.0 percent oW these visits were estimated by the panel to be 
■delegated. ^ I • 



Leading Ambuflatory Problems . 

After subtracting out delegated visits from all visits accruing to 
the practice of allergy, it is possible to develop a distribution of 
significant conditions in the practice of the subspeeialist . The five 
leading ambulatory problems requiring care by an allergist in 1990 as 
perceived by the panel are displayed in Table 4. For purposes of 
comparison, the percentage of all ambulatory projected visits for 1990 
are compared to their percentages in 1977, as derived from theUSC s^tudy 
(Mendenhall, 1978). Asthma comprising 35.9 percent and hay fever, 15.5 
percent^ are the two leading conditions projected to require care in 1990 
and are perceived to account for slightly over 50 percent of the 
practice. In contrast, in 1977 hay fever was the leading condition 
accounting for 46.3 percent and asthma the second leading condition 
comprising 27.0 percent. Collectively, asthma and hay fever accounted 
for approximately 75 percent of the practice in 1977 as opposed to' about 
50 percent projected for 1990. The fourth and fifth leading conditions 
for 1990 were perceived to be chronic bronchitis and other chronic 
interstitial pneumonia, combining to comprise 13.0 percent of the 
practice in 1990, as opposed to leas than 1 percent in 1977., One 
possible explanation for these discrepancies' between 1977 and 1990 is 
that the allergist wi,^l be involved with the more severe conditions of 
asthma and hay fever^vhich will lessen the percentage o^ visits required 
by tl%' allergist for these conditions, and concomitantly yield more ^ine 
;for involvement in other chronic Jj^^piratory conditions such as bronchitis 
and pneumonia. It appears that the' allergist of the future as perceived 
by the Delphi Panel will continue to render care in the treatment o^ 
atopic disorders. ' ' 



TABLE 3 ' 



Condi tion 

360 Conjunctivitis 
and opthalmia 

507 Hay fever 

NOS-l Hymenoptera 

Y-01 ^in immunity 

and sensitiza- 
tion tests 

TOTAL 



DELPHI PANEL ESTIMATES^ OF 
DELEGATED VISITS BY CONDtt:iON 



Nimber of 
Delegated 
Vi9«>ts 



8,670 
9^,-526 
76,089 

1,720 
182,005 



Percefit of 
Visits 
Delejgated 



' 20. 7 
9.1 
88.0 



50.0 



3.3 1/ 



Percent: of 
All Delegated 
Visits 



' 4.8 
52.5 
41.8 



0.9 



100.0 



Note: These data do not include correction for simultaneity across co-existing 
conditions and pertain to care provided persons 17 and older. 

1/ This percentage vras developed by dividing delegated visits by the t^otal 
pre- delegated visits accruing to>an allergist not including general 
practice, since the latter estimate was provided solely as an increase to 
the allergist (post-delegated)-/'visi ts . 



ERLC 



21 



29 



TABLE 4 



COMPARISON OF THE F.IVE LEADING AMBULATORY PROBLEMS TO THE 
ALLERGIST FROM PROJECTED W90 GMENAC PROFILE WITH 1977 
PROFILE DERIVED FROM USC ALLERGY STUDy (POST DELEGATION) 

Percentage of. Visits 



Condition 

493 Asthma 

507 Hay fever 

General Practice 2/ 

491 Chronic bronchitis 

517 Other chronic 
interstitial 
pneumonia 



1990 
GMENAC 

35.9 

15.5 

15.0 

6.6 

6.4 . 



1977 
USC 

Study 1/ 
27.0 
46.3 . 
N/A 
.0.5 

N/A 













SUBTOTAL 








74.3 


Other conditions 3/ 






. 20.6 


25.7 


'V 

TOTAL 




4 


100.0 

> 


100.0 



Note: These data do not include correctij>n for simultaneity across 
co-existing conditions and pertain to care provided to persons 17 and 
older. 

\l Source: University of Southern California School of Medicine, 

Division of Research in Medical Education (R. Mendenhall) Allergy 
Practice Study Report , DREW Contract No. -(HRA) 231-77-0115 (and the 
Robert Wood Johnson Foundation) Feb 19^8. 

2^/ General practice includes all conditions «ot specified by tW Allergy 
Delphi Panel . 

'if Other conditions include all other conditions specified by the 
Allergy Delphi Panel requiring care by an allergist. 
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AMBULATORY PRODUCTIVITY AND PHYSICIAN HEADCOUNTS 



In order to convert service requirements into professional headcounts, 
the total number of non-delegated visits after adjustment for simultaneity 
of care provided for adults 17 and older across multiple conditions must 
be divided by the annual average number. of viaj^ts handled by an allergist. 
The Delphi panelists estimated the simultaneity factor for ambulatory 
visits to be 1.20 iti 1990 meaning that on the £tverage 1.20 different 
conditions will be treated per ambulatory visit. The Delphi Panel 
estimated 3,525 nonhospital visits for the average allergist per year. 
This estimate is based -on working 47 weeks*; a year and 75 patient 
encounters per week. The . requirementis were increased to account for 20 
percent of patients less than 17 years of age and 15 percent of the 
allergists' time devoted to general practice. The total number of , 
allergists were further increased by 500 to account for the number needed 
for teaching, research, and administration. 

The final estimates of the Allergy Delphi Panel implied 2,^327 
allergists required in 1990, not accounting for. the impact of the 
pediatric allergist, as evidenced in Table 5. The Modeling Panel modified 
the Delphi Panel judgments in two ways. First, the estimate of the 
proportion of patients age 16 and younger to be seen by the allergist was 
reduced from 20 percent to 10 percent of total patients because of the 
projections of pediatric allergists and their role in meeting the needs 
of younger allergy patients. Second, 776,943 annual visits were 
subtracted from adult patient care, on the grounds that pediatric aller- 
j|ists would continue to see a number of patients past the age of 16. 
These changes combined to, reduce requirements by 462 to 1,865 total 
required allergists. Thus, the Modeling Panel's final estimate of man- 
power requirements in allergy was between 1,900 and 2,200 allergists to 
be required for 1990. The GMENAC committee adopted this reSbmmendatioif. 



COMPARISON OF SUPPLY PROJECTIONS AND GMENAC REQUIREMENTS RECOMMENDATONS 

The supply projections were developed on the assumption that one 
resident performs the equivalent of 35 percent of patient care activities 
of a practicing physician (GMENAC Summary Report, 1981); Thus, the 
supply projections developed for GMENACr^pdicate that in 1990 there will 
be 3,000 allergists in practice and an additional 150 residents and 
fellows for a projected supply of 3,050 allergists. GMENAC endorsed the 
recommendation of 2,050 allergists whsfch is the midpoint of the range of 
projected requirements for 1990 of 1,900 to 2,200 allergists. Since the 
projected supply was about 50 percent greater than the projected 
requirements, GMENAC estimated a surplus of allergists for 1990. 

COMPARISON OF CURRENT AND 1990 PRACTICE PROFILES OF ALLERGY 

A| comparison of the current and projected 1990 practice profiles of 
allergists is presented in Table 6. Table 6 shows the distribution of 
probl^s to the allergist in 1990 Chat was recommended by the Allergy 
Delphi Panel and endorsed by GMENAC in comparison to the 1977 practice 
profile in allergy (see Girard, R.A. , et al., 1979). It should be noted 
that the 1977 practice profile includes conditions seen in both the 
hospital and ambulatory setting. Hospital care accounted for 
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TABLE 5 

ALLERGY SUMMARY REQUIREMENTS 



^ULATORY CARE DATA (.1990) 



(6-11-80) (7-13-80) 
Final Delphi Modeling Panel 



Total Diagnostic Visits 5,437,794 5,437,794 

Total, Non-Delegated Visits (96.7%) 5,255,789 5,255,789 

Simultaneity Factor (1.2) (1.2) 

Total Non-Delegated. Patient Visits 4^379,824 4,379,824 

Productivity J* 47 weeks x 75 visits/wk (3,525) ^ (3,525) 

Basic Number, Patient Care Physicians 1,243 1,243 

Patients < 17- years of age (20% = 0.25 add on) 311 (10% = 0.111) 138 

Subtotal, " ^ 1,554 1,381 

General Practice (15% = .176 add-on) 273^ 243 

Total Patient Care Allergists 1,827 1>624 

Research, Teaching & Administration ^ 

add-on (absolute number) 500 500 

TOTAL REQUIRED ALLERGISTS 2,327 2,124 1/ 

Note: Above estimates do not include impact of pediatric allergists on adult allergy 

care. - . . > 

1/ This estimate was reduced to 1,865 total required allergists to account for the 
impact of pediatric allergists (776,943 visits) on adult allergy care. 
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TABLE 6 



COMPARISON OF'^990 GMENAC ALLERGY SERVICE REQUIREMENTS AND 
CURRENT /PRACTICE PROFILES OF ALLERGY BY CONDITION GROUPING 



Condition Grouping \ ^ 


Percentage of Total 


Prac^ce 


-Diseases of the Circulatory System 


1990 


1977 1/ 


0.1 


. 2.2 


D^sevases of the Respiratory System 


72.6 4 


78.8 


Diseases of the Musculoskeletal System 


4.1 


1.0 


Mental Disorders 


0.3 


0.8 


Diseases of the Nervous System and. Sense 






Organs 


0.5 . 


2.3 ■ 


Diseases of the Skin and Subcutaneous Tissue 




5.8 


Special Conditions and Examinations Without 






Sickness 


2.8 


2.2 


General Practice' 2/ 


15.0 


N/A 


Other Conditions 3/ 


N/A 


6.9 


TOTAL . ..^ 


100.0 


100.0 



\j Reference: Girard, R.A., et al . A national study of internal 
medicine and its specialties: I. An overview of the practice of 
internal medicine, Annals of Internal Medicine , (Table 8), 
90(6):965-975, June 1979., . , ^ 

2/ General practice pertains only to the GMENAC data. It refers to 
conditions other than those specified in the detailed condition - 
specific estimates of GMENAC. 

3/ Other conditions apply only to the national study data and include 
Diseases of the Digestive System (0.7 percent), Neoplasms (0.5 
percent). Diseases of the Blood and Blood-Forming Organs (0.1 
percent). Endocrine, Nutritional, and Metabolic Diseases (0.9 
percent). Diseases of tl^e Genitourinary System (0.4 percent). 
Infective and Parasitic Diseases (0.9 percent). Accidents, 
Poisonings, and Violence (1.9 percent), and Symptoms and Ill-Defined 
Conditions (1.5 percent) . . 
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approximately 10 percent of the practice in 1977. In both studies 
diseases of the respiratory system was by far t^^e leading ranking 
condition in the practice of allergy comprising 72,6 percent in 1990 and 
78.8 percent in 1977. Diseases of the skin and subcutaneous tissue were 
projected to be the next leading condition as they were in 1977, 
cOmprisin^4. 6 percent in 1990 compared to 5.8 percent in 1977. In 
contrast , ^diseases of the musculoskeletal system and diseases of the 
circulatory system were determined to currently comprise 1.0 percent and 
2.2 percent of the practice respectively, compared vP 4* 1 percent and 0.1 
percent that GMENAC recommends for 1990. One partiai!><Xplanation for the 
differences may stem from diagnostic classification discrepancies between 
the two studies, especially regarding the cl^assif ication of general 
practice-^nS percent) utilized by GMENAC but not by Girard et al. from 
which the data on the current practice profiles were derived. 

LIMITATIONS OF THE PHYSICIAN REQUIREMENTS MODELING PROCESS 

The mathematical model for estimating physician requirements for 1990 
has an under tain range of error. The designation of either surplus or 
shortage is believed by GMENAC to be correct; however, the magnitude of 
the surplus or the shortage is less certain. Some errors can be 
corrected with an exacting review of the many volumes of data. Other 
errors will be discovered in the future as experience confirms or refutes 
the estimates. Although an attempt was made to assess the impact of 
epidemiological trends and technological advances in allergy, there is/no 
way to measure the accuracy of these predictions at the present time. 
Meanwhile, GMENAC advised that the numerical size of the aggregate 
estimates for 1990 be considered tentative until the new methodology 
developed by GMENAC undergoes critical evaluation (GMENAC Summary Report, 
1981). 1^ 

It should be noted that GMENAC estimated the number of allergists 
that primarily render care to the adulf'population separately from the 
number of allergists required for the pediatric population. However, 
presently most allergi^sits will see both children and adults, but GMENAC 
designated further divisions into adult or pediatric aller^. 

Although the Delph^ Panel was provided with the most complete data 
available, it was recognized that it was not without limitations. It 
must be recognized that the GMENAC effort represents an advance in 
manpower planning, but that further studies must be conducted to validate 
its results and to extend knowledge in the field. 

One problem that is encountered across all subspecialty 
recommendations concerns "turf" issues. Many of the subspecialties focus 
attention to particular parts of the body (e.g. gastroenterology, 
nephrology, cardiology). Others devote care to conditions across systems 
(e.g. allergy/ immunology , infectious diseases). Since many subspecialties 
are new, it presently remains unclear whether or not the subspecialists 
involved in systan specific care will be able to provide immunologic or 
allergic disease care which is specific t!o particular body systpms, 
Consequently, requirements may shift in the future as the roles across 
subspecialties become more defined. 
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One set of fimitati/ons inherent in the modeling process deals with , 
trends in medical care /which may influence, in particular, the ^ 
productivity of physicians, arid hence affect the total requirements of 
the specialty. For ej^ample, it has been hypothesized jThat physicians 
will work fewer hours/in t\\^ future. Graduates of m^ical schools in the 
future d^ not anticipate working the long hours wh^ch^ad been 
characteristic of their predecessors. 



In addition, the^ increase of women in the practice of medicine may * 
have an affect on^Btcialty distribution practice hours. Current 
research seems to^^Wicate that a convergence in specialty selection is 
occuring between (HFand women in medicine (Weissman, et al . , 1980). If 
this convergence occurs the specialty differences between the sexes will 
decline and more women will go into subspecialty practice. This can be 
expected to impact/on the average productivity of the ^practice.. Women 
have traditionally/ had greater faftiily responsibilities as well as a 
greater appreciatijba of cultural development outside of professional 
responsibilities. / It is unclear at present how increasing numbers of 
woimen entering the medical profession will affect work hours and- hence 
productivity. However, currently women do work fewer hours than men. 
Future research should consider these changes in work habits, modes , and 
attributes which /physicians in the 1990s are likely to embrace. 

CONCLUSIONS AND RECOMMENDATIONS 

The issues aJddressed by GMENAC will influence allergy manpower , 
requirements beyond 1990. Because of the state of the art and a lack of 
uniform data on/physician workforce, some of the issues raised by GMENAC 
may not be resolved ^ .given specific policy formulation until additional 
data are available. Moreover, GMENAC suggested that the specific 
numerical recommendations may change, depending on further study and 
updaced refinemfents of data. Perhaps the most important contribution (^of 
the GMENAC report is the detailing of a comprehensive process of detemin- 
ing physician Manpower requirements utilizing input from private sector 
clinical practitioners, academicians, as well as government policy^makers 
The reports will be considered to have achieved GMENAC ' s goals if the 
publications pjfroduce, dialogue and improvement in the s-tates of the art of 
manpower modelJing. 

T ^ • • J • . ^ 

It IS uncertain what the impact of an oversupply of specialists will 
be. Fees may! be lower, as physicians engage in aggressive competition 
for business;! or they may increase as physicians attempt to maintain a 
target incomej in the face of fewer patients per physician. The quality 
of care may ae improved, as physicians spend more time with patJLents, 
turn to preventive care, or substitute their services for those of less 
well-qualified alternatives. However, the quality of care may^be lower, 
as physician^ perform unnecessary and high risk procedures or as the 
reduced number of procedures per physician reduces physician proficiency. 



An oversupply of subspecialists and other practitioners could have 
negative consequences for health care delivery and Consumption. The 
tremendous cjost of medical care in an era of austerity and limited 
monetary resources requires a reduction of the unit costs of equitably 
providing medical services to those in need of health care. Subs^tantial 
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savings may result from training a balanced specialty mix of physicians 
and from lessening the application of sophisticated technology for 
routine diagnoses. ^ 

In relation to the aboye, the subspecialists , themselves have made, 
the following recommendations , as quoted by Dr. Alvin Tarlov^ Chairman of 
the Graduate Medical Education National Advisory Committee. 

"On December 16, ten subspecialty internists'^ met 
jointly with the adult medical care pane,l • The 
subspe'cialists agreed by vote of 9 to 1 (the latter 
«being an infectious disease subspecialist) on the 
, following concept: 

In 1990, subspecialty practice should be even more 
concentrated in the respective subspecialty than -it is 
at the present time. True, for some patients the • 
subspecialist does, and shoul4 continue to, provide , 
broad comprehensive and loagi tudinal care for selected 
patients. But those selected patients should be ones 
having major disorders in the respective organ system ^ 
of the subspecialist. The subspecialty internist. 
should not provide primary care for an unselected 
population. 

Functionally, therefore, a consensus emerged that for diabetes, 
continuing the example of the previous day, the. vast majority of patients 
should be cared for by either the family physician or the general 
internist. ,For some, the family physician would use the general internist 
in consultation when indicated.. A small minority of the diabetic popula- 
tion might require consultation with the subspecialty internist - often 
an endocrinologist. A small subset should have their continuing and 
comprehensive care by that subspecialist over a long period of- time. 

The subspecialty internist's t>ractice, therefore^ should, be largely 
with patients whose major problems fall within the discipline of his/her 
subspecialty. The subspecialty internist's pr4ctice should be more than 
50 perkeht in consultative practice* However, thie subspecialty internist 
shoulditollow a selected group of patients continuously and comprehen- 
sively r*"riTe"*Xutspeci alt y internist ought not participate^ as a primar^ 
care physician xji the same w^y as family physicians and the general 
internists do. 
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Private Practice 
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Private Practice 
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M.D. 



DAVIS, Wilki^ D,-, Jr., M.D,, F.A.CP, 
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Tulane University 

Chairman Emeritus, Department of 

Internal Medicine 
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DuPREE, Richard H, , M,D, 
Private Practice 
Haddonfield, New Jersey 

WALDMAN, Robert H,, M,D, 
Professor and Chairman 
Department of Medicine 
West Virginia University 
School of Medicine 
Morgantjjwn, We3t Virginia 



Other Specialists 
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and Public Health 
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Practice 
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Assistant Professor and Family Hui;^e 

Practitioner / * 
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Private Practice 
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Director,. Allergy and 
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APPENDIX D I 

PROCEDURE FOR CALCULATING INTERNAL MEDICINE 
SUBSPECIALTY AMBULATORY REQUIREMENTS 

I. Referrals from GFIM* Specialists 
A. Total Visits 

1. 1/P Rates (Variable #1) (Col. 3); 

2. Multiplied by % Changes (Col. 4. plus 1.00); • 

3. Multiplied by % Need from HSP* * (Col. 5); 

4. Multiplied by % to GFIM (Col. 6); 

5. Multiplied by % Referred by GFIM (Col. 7); 

. 6. Multiplied by % GFIM Referrals to I.M. Subspecialty (Col. 8); 

7. Multiplied by appropriate Population Factors (Aged- 17 or more 
for either Male, Female^ or Total ); 

8. Multiplied by Average Number of Visits (Col. 9).. 
I B. Delegated Visits 

Total Visits multiplied by % Delegated (Col. 10). 
C. Non-Delegated Visits 

Total Visits minus Delegated Visits 

^I- Practice Based- on Sources other than GFIM Referrals (Referrals from 
-non-GFIM specialists, pon-medical referrals , "walk-in" etc.) 

A. Total Visits 

1- Number of patients from GFIM sources ^ (Entry ^om step I. A. 7); 

2. Multiplied by % Patients from non-GFIM Sources = % SS Patients 
(Var. #5) divided by 1.00 minus % SS Patients ( Col. 11 J 

.1-Col. 11 

3. Multiplied by Average Number of Visits (Col. 12); 

^- Total Visi ts - Sole Component . This replaces I A and II A where 
all visits come from non-GFIM sources 

1. I/P Rates (Col. 3) 

2. Multiplied by % changes (Col. 4 plus 1.00) 

* General ^actice, family practice, internal medicine 
** Health Service Provider 

39 



.3. Multiplied by % Need HSP (Col. 5) 

4. Multiplied by % of SS Patients from Non-GFIM Sourceflr ^ (Col . 11) 

5. Multiplied by appropriate Population Factors ( Aged 17 or more 
for. either Male , Female or Total ) 

6. Multiplied by Average Number of Visits (Co. 12). 
C ; Delegated Visits 

1. Total Visits multiplied by % Delegated (Col. 13). 
D. Non-Delegated Visits 

1. Total Visits minus Delegated Visits 
III. Total Practice ' 

A. Total Visits ^ V 

.1. Sum of Step I. A. ■ 8. and Step II. A. 3. or Step 11. B. 5 . 
."By. Total Delegated Visits 

r. Sum of Step I. B. 1. and Step II.* C . 1. 
C . Total Non-Delegated 

•f 

1. Step III A minus Step HI B. 



ABBREVIATIONS FOR TABLES*? and 7A 



GFIM = General Practice/ Family Practice/ Internal Medicine 

HIS = Health Interview Survey 

NAMCS = National Ambulatory Medical Care Survey 

AL = Allergy Delphi Panel * ^ , ' % 

NPP = Nonphysician provider ' ir " 

NOTE: A detailed explanation for each column of Tables 7 and 7A can be 
found in the footnotes on pages 54 and 55. ' " 
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AHBUUTORY ADULT HEDICAL CASEiV.AWRGK 



HEDICAL CONDITIONS 



ICDA 1/ Diagnosis 



' ' ^ K Percent 



7/ 



Patients' Fron GPIH Referred 



■ . 8/ /.i/v:''^. ' 10/. 

. Incidencef"''/^ Percent Requiring Percent Percent .Percent Avirtge^ Percent 

Data Prevalence Change Medical Seen by Referred Referred NWerv',' Visits. 

Source (Rate/ 100,000) 1977-9D Care . GFIH by GFIH ^ to AL of Ifiaft f to m 



If HEHTAl DISORDERS (290-315) 

Neuro8e8> personality diaordera, and 
otW nonpaychotic mental disorders 
(300-309) . . ^. 



300 Neuroses * 



n. DISEASES OF THE NERVOUS SYSTEM AMD 
SENSE ORGANS (320-389) 

Intlsnmatory diseases of eye (360-369) 



HIS 
AL 



/ 



360 Conjunctivitis and ophthslnia HIS 

AL 



601 
1,016 



45 
3,000 



.10 



91 
90 



95 
10 



90 



90 



15 



20 



25 



1.2 



1,0 



,'0 



HI. DISEASES OF THE CIRCUUTORIf SYSTEM 
(39H58) , ^ 

Diseases of arteries, arterioles, and 
capillaries (440-448) 

446 Polyarteritis nodosa and 
allied conditions 



HIS 
AL. 



too 



90 



80 



25 



4.0 



FRir 
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52 



.Table .7A 



R3[ ADiJLT HEDICAL CARE: ALLERGY 



MEDICAL CONDITIONS 



ITIONS' ■/' 



1CDA 1/ 



Diagnoses 



Patients from Non-GFIH Sourcei 
V 'Percent ' Average . • Percent 
Data : ii, Huaber"- ' Visits 
Source . Patients ot Visits to HPP 



I. MENTAL DISORDERS (290-315) 



Neuroses ) personality disorders, and 
other nonpsychotic ioental disorders ' 
(300-309) 

300 Neuroses ' AL 

»j **** ' 

_ ' ■ ' \ ■ « 

11. DISEASES OF THE NERVOtlS' SYSTEM AND 
SEMSE ORGA NS (320-389) ■ 

Inflamnatory diseasea of eye (.36l(y369) :r' ' 

'» _ .« .,360 Coajunctivitis and ophthaliiiia' , . AL 

•■' Vni.' D ISEASES. OF THE CIRCOUTQRY SYSTEM - 

"(390-458) ~ " . : 

Diseases of arteries^ arterioles, and . 
- capillaries (W0-A48) 



446 Polyarteritis nodosa and 
dlied- conditions 




15 



20', 



r.o 




50 



15/ 16/ 
Medical Health Care Vlaita 



16,197 



41,903 ■ 



M15 . 



V 0' 



8,670, 



0 



20.7 



17/ 



Tot*! , , . ' Tofal ' .. 

Tqtal rMegated Percent v, Required- 
Required ° to HPP Delegated » b/M? 



16,197 



33,233 



8,515 
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\y HEDICAL COHDITIOIIS 



,-f^'.„ ICDA 1/ Biunoiti 

1 ." I . ■ 



AHBUUMT ADULT HKDICJUL CAE: ALURCT ' 

1/ " */ ' V , 6/, 



V 



■ Fitltati trw CriM Hifirr<j 

Percent g/' ^ [q/ 

Incidence- Percent Requlrini Percent -Percent Percent Averi|i Percent 
,Diti Previlence Chinge Hfdlcil Seen by Referred ' Referred Riabir v'iitti 
Source (Rite/ 100.000) ' l}?7-90 . \Cire CPIH .bfflriM tt) AL of ViUti to MPP 



■:v;:v*' 

i IV. WSEASES or THE RESPIRAMV smPC 
(460-46W . ' 

\' («9H93) ' .. 



491 Chronit bronchitis 

492 Eaphyiena . 



493 AithM 



MS, 

I 

HIS 
Al 



HIS 



Other diienti' of upper VifipiiritorT 
tract (SOO-508) 

302 Chii)nic. jibaryngitii ind niso* 
pharyogitii 

50i Chrontc, jinuntis | 



HIS 
AL 

HIS 
AL 



3,217 
3,2^7 

964 

• 4,000 



26 
2fi 

13,789 
1,000 



92 
SO 



95 
75 



66 

0 90 

■ V ' 70 

.-.'0 90 



95 :: 2i 



97 

80 \ ■ 95 



85 



20 



25 



90 20 



25 



10 



25 



95, 30 10 



2.0 h) 0 



2.0 \0 
•2.0 ' 0 



1.0 



1.0 



0' 



'ICDA.l// 



HEDICAL COHDITIOHS 



Diunoiei 



IV. DISEASES OF THE RRSPIHAMV SVSIffl 
<460-«6) 

Bronchitli, wphyiaii, arid iithni 



Diti 

S.pi|tc'f ' 



•, V. 

Tible 7A 

AMBUUTORY ADULT HEDICAL CARE: ALLERGT 

• ]!/ 12/ , IV U/ 
Pitienti fcoa Hon-CFIH Soutcti ~ 
Percent Avenge Percent 
AL Nwber Vialti 
Pittenti of VlBiti to HPP 



15/^ 



16/ 



Hedicil Beilth'Cire_V pttt 



Total 

Totil ; Delegited Percent 
Required to HPP Delenited 



Ml 



lotil 
Required 
byAL 



ON 



*9l Chronic br'schitii 

492 Eaphyieti 

493 Aithii 



i 



Other diteiHif of upper reBplritory 
tract (S00>50B) 

502 Chronic phiryngitii iind naao^, 
phiryngltli 

30] Clifonic ylnuaitii 



AL 


10 


2.0? 


0 


405,4H 


' '0.' 


0 


405,474 


AL 


10 


2.0 


0 


59,247 


'0 ■ 


0 


59,247 


AL 


20 


2*0' 


13 


2,218,417 


0 


0 


2,218,417 


i 

AL 


25 


1.0 


0 


2,J55 


0 


0 


2,555 


AL 


50 


1.0 


0 


93,342 


0 


0 


93,342 
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MEDICAL CONDITIONS 



ICDA 1/ DiiUnoiii 



IV. DISEASES OF THt RESPIRATORY STSTffl 
(460-466) ' ~ 

Other iiiie«»ti of upper reipiratory 
trict (500-508) 



AMBULATORY ADULT MEDICAL CARE: 

I' ■ II y 5/ 6/ 7/ 

- Pitienti troiGPIH M trr*A 

Percent ' §7 T W~ 

Incidence- Percent Requiring Percent Percent Percent Averige Percent 

Dati Prevalence. Change Medical Seen by Referred Referred Hunber Vijiti 

SDurce (Rate/ 100. 000) 197HO Care CPIM by GFIM to AL ofViaits to HPP 



505 Naial polyp 


'his 

AL 


367 
500 


0 


91 

50 




50 


50 


2.0 


0 


5(i7 Nay fever ' 


HIS 
AL 


6,290 , 
7,000 


0 


75 
59 


90 


15 


100 


1.0 


1 

0 


Other di^aiea of respiratory 
«T»tet.<510-519) 






t 


. V 












517 Other chronic interstitial 
pneuBpnia 


HIS 
AL 


384 
384 


r 


99 
100 


95' 




/ ■ 

20 


2.0 


0 


518 Bronchiectasis ' 


/HIS 


79 




96 
















79 


0 


100 


90 


25 


20 


1.0 


0 



59 



60 



mm CONDITIONS 



ICDA 1/ Diagnosei 



Table 7A 



AHWUTORT ADUIT NEDICAL CM: ALIERGT 



t 



ii' 1?/ 11' 
Patltnti trw Mon-CFIM Sotrcti 

i ■ Percent . Average Percent 

Data , AL Rmber Vliiti 

Source Patlenta of Viiits to NPP 



14/ 15/ • 16/ 

Hedical iiealth Care Vliiti 



Total Totil .^ ' :• . . ) 
lotil Dehjited Percent Requiref > 
Required to HFF Delegited by'-At'/': ! ■ v : . 



IV. DISEASES OF THE RESt^lRATORY STSTEH 
(460-466) 



(..'■■ 



Other diseaiifc of tipper reapiratory 
tract (500-508) 



505 Nasal polyp AL 50 

507 Hay fever AL 10 

Other diaeiiea of reapiratory 
, ■«ratet(510-Sl9r^ 

:, }5!i7 Other chronic interititiaU ■ ' AL 50 

' '518 BrbnchiKtaiii AL 50 



2.0 
2.0 



2.0 



1.0 



0 
50 



341,164 
1,050,784 



398,261 
J. 12.937 



0 

95,526 



0 

9.1 



34i;W4'..:::''',';:«.. 
955,25r;.''',L'?'i 



1 ^ 
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HEDICAL CONDITIONS 



ICDA 1/ 



;no8ii 



V. DISEASES OP THE SUN AND SUBCUTANEOOS 
TISSUE (680-;09) 

Other inflawutory conditioM ot 
ikin ind lubcutintoui tiisue 
I69H98] 



Tible ? , , ' 

AMBUUTORY ADULT HEOICAL CARE: ALIBRGT 

H 3/ V 5/ 6/ 2/ . 

■' Pitienti troi-CFIM Mtm i 

Percent J/ ^/ — 

Incidence- Percent Requiring Percent Percent Percent Averige . Pertent 

DiU Preyilence Chinge Hedlcil Seen by Referred Referred Kmber > Vliiu 

■ ■ byCPIH toAL o f VlaiU to NPP 

' — ' ' ™*r'" ■ 



Source (Rite/ 100.000) 1977-90 Cire GPW 



0 



692 Other ecze«i ind denutUis 
698 Pruritii and related conditioni 



■',f 



HIS 
AL 

HIS 
AL 



■■ Other diieaiei of akin and aubcutaneoua 
tinue (700-709) " 

708 OrticarU < ' 



HIS 
AL 



VI. DISEASES OF THE HUSCULOSRELETAL SVSTEH 
AND CONNECTIVE TISSUE (710-738) 

, Other dlaeaaea of muculoakeletal 
ayttea (730-738) , . 

. . .734, Diffuse diseases of connective HIS 
ti«»«e AL 



3,364 
4,000 

1,169 
1,169 



36 
36 



56 



■i li" 

0 



87 
80 

63 

;S0 



100 
90 



100 
100 



85 



90 



90 



10 



10 



20 



^;50' 



25 
10 



50 



25 



2.0 



1.0 



2.0 



4.0 



Table 7A. 



0 



V AHBUUTORY ADOLT HEOICAL CARE! ALIERCI 



ICDA 1/ 



HEDICAL COHltfTIOHS 



Diti 

Source 



11/ 12/' . 13/ 
PitTente ,f rw ion-CFIH Sources 
Percent Averige Percent 

AL / Hwber Visiti 
Pitifflti otViiiti toHFP 



V, DISEASES TIB 5HH AHD 5U8CDTAHE0C8 
. TISSDE (680-709) 

Other intl<witory conditions ot 
skin end subcutineous tissue 
- (690-698) 

692 Other eciosi and deriititls • 

698 Pruritis and relitid ciinditions 

V' Other diseases of skin and subcutaneous 
tissue (700-709) : - : 

708 Urticaria 

vT. HTSFAfiRfi ny THE HUSCDLOS RELETAl SV5TEH ' 
AW) COHHECTIVE TISSOE (710-738) 

"^""^^"^ ' 

. oker diwuei of amculMkeletil 
lyitw (730-738P 

734 Diffujc disertei of connective 
titiuc 



AL 
AL 



AL 



AL 



10: 
5 



20 



50 



5;2.0 

i.o 



2.0 



4.0 



.1 



"" Htdlcal HeiUh Cire vTiiti 

• lotd 
totil' Delegited Percent 
to m Delegited 



Required ^ 



,258,779 
' 9,516 



13,264 



91,705 



0 

■0 



■ AMBUUIORY ADULT eiCAL CARBl ALLERGY 



. _ "^'2/ ' '3/: 4/ V; V 6/^ II 



HEDICAL CQHDITIONS . . , " , , ' " ' f «ti|int» fro. GFIM ReftrrH 

> ■ . ' ' ' , ,, ; / . B/ . 9/ , M 

; . Incidence- '. Percent. ' Requiring Percent;:'! Percent, Percent Average Percent 

Diti Prevalence Chang* Hedical Seen by ■ ' Referred Referred Hinber Viiita 

^ iCDA 1/ • Diagnoiii. ° » Source (Rate/ 100,000) 1977-90 Care GFM by CFDI to AL of Viaita to NPF 

VI. DISEASES OF THE HUSCUIOSRELETAL. SYSTEM •> ^ '/ ' ' , . 



AND CONNECTIVE TISSUE (710-738) , 
Other diaeaaei of muaculoakeletal 



D 



a 



rstei (730-738) 



Other deforaitiea BIS 1,140 , ■ 65 



AL 1,140 • , . 0 75 . 90 , . 2Q ■ 25' 2.0 



VII, SPECIAL CONDITIONS 



1 



NJS-l Hyienoptera, - H/A , „ , . > '■, ' 

, AL 6.6 0 100 , 100 ; . ■ 90i ■' V ' lOO' ' ' 8.0 



NOS-2 Adverse dtug reaction: general H/A 



Y*01 Skin inllLity and lensUim^^ NAMCS 47 . R/A ' , ^ ' ' ' : ' 

te#« ' AL ' ' 50 ' 5 V 100 , W^^^ V / r 2;0 SO" 



Y-02 Persona receiving prophylactTc ^ HAMCS ' 1,343 » * H/A , , 

innoculation and vaccination AL ,1,343 400 100 ,10 T > i90 / 1.0 / 



Table 7A 

AMBUUTORlf ADULT HEDKAL CARS: ALLERGY 



^ MEDICAL CONDITIONS 




PatTents Eroia Hon-GPIH Sources 


14/ , 


15/ 16/ 
Hedicil Heilth Cue Vifiti 


- -iJ/ ■ 


ICDA 1/^ ^ Hmom 

•a ' • 


. L/ita 
Source 


Pcrcejt 
11 

AL 

Patients 


Average 
Ninber 
of Visita 


Percent 
Viiiti 
to NPP 


Total 
Required 


Totil 

IT 1 A. % m 

, Delegated f 
^ to NPP, 


Percent, 
Delegate^ 


^otal 
Required 
byAL 


VI. OnEASES 0? THE MUSCULOSRELETAL SYSTEM 
AND CONNECUVE TISSUE (M0-n8) ■ ■ 

r 

Other diseises of lUiculoskeUtil 
mten (730-73B) 








• 




— ^— IP.-- 




• 

( 4' 






• 












738 Other defonitiei . 


AL 


15 


2.0 


0 


164,722 


d 


0 


164,722' 


VII. SPECIAL CONDITIONS 


















N)S-1 Hyienoptera 


AL 


. 0 


0. 


0 


86,465 


;6,089 , 


88 


\ 

10,376 


IIOS-2 Adverse drug reaction: general 


AL 


SO 


1.0 


0 


150,112 


■ V 1 


0 . 


• 

150,112 


Y^Ol Skin imunity and sensitization 
teat! 


AL 


25 


2.0 ■ 


50 


3,439 


1,720 

1 


1/919 


Y-02 Persons receiving prophylactic 
innoculation and vaccination 


AL 


0 


1.0 


0 


10,996 


0 


0 


10,996 



to 
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Footnotes: 

— m 



Internal Medicine Subspecialty Footnotes : 
Ambulatory. 
Allergy ' ^ 



nonu(;t?"n / - ^v' ^^'^ '° °f the total 

U.S.^population aged-17 years or older. - Medical pfacAce requirements 
for the younger populatioi, are accounted for later by means -of an 
estimated add-on. . v 



0 



II 



ITZ \\ . ^^.^"/^^^•'^^""'" f Diseases. Adapted for 'Use in the^ 
United acates. Eighth Revisio^ (ic^r rnmrnnnl- 
accepted international cat^orical classification syst;em for n»edical . 

* tir-rH- ^^'^i""^ ^I-M-) subspecialty pinels utilized , 

the 3-aigit level ^f aggregation- (e;g. 019, 135, etc.), with 
. ^ occasional use ,of the "4-digit" level. ' , 

. y2/ Data^ource ;c Data relating to various paijameters of medical practice 
requirements were obtained from the following sources. 

Reference data; Major empirical survey data included the Health 
fSlf^nx^" ^^'''^^y National Ambulatory Medical Care Survey 

(.NAMCS), or*.othe»s specified in subsequent footnotes: . 

* * ^' Incidence/ Prevalence. Rat e per 100. OOP ; Composite of incidence and ' 
prevalence data, primarily from HIS; g]^ HIS data pro-rated to base' 
yeat of 1977, necessitated ^y special chronic surveys of different 
O ^.°°°y system/ disease groupings in*differeat years. « 

• C» ' ■ . . 

* NAM08 data presented ir^ absence of HI? data; otiier data Vesentfd i 

aaaition when presumed more valid. ^ .. ' 

• ■ • ■> " / ■ ' . ■ . 

, jf^^i.^^'^^^ftes based on median judgments of members present at / ' ^, 

" , j» Dell** meetings. , 

Pe'^gent Cfcange, 1977-1990; pinel estimates of predated change in • ■ ** % 
, rate from 1977 tb 1990; based on projected chanjps in the, population, ' - 
psychosocial pa^etets, medical gfactj^ce, scientific advances, efc. ^ 

^ ''4. w ' * 

5^ Percent ^equirins Me jical C^e ; Panel-estiin^tes' of the percent 

persons with a giveiflCDA condition w« should be s^en by the health 
♦ care ^stem in 1990. * ' v . ^ 



Reference d^Ai^, when rfvailable"* froiiftthe HIS, 'in4icat|jj '^the percent of 
^survey responderfts who stated they actu^ly s'aw a physicia/for the 
condition, undei^considerati^. ^, ff^' ^ ' «> 

6/ Percent Seen by GFIM; The perce'^it o^ those who should ^be'se«n at ill 
' by the health care system'Cref erence 3/ ) who should be seen 
specifically by General Famil'y *or «eneral Internal Medicini ' 
Practitioners (1990). * ^ " ■ 
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I * 

7/ ' flercent Referred by GFIM : The percent of p^g^np seen by GFIM 

" ^pt^sicians (reference 6/) who should be refdfred elsewhere (1990). 

8/ Percent GFIM Referrals to Allergy : The percent l)f persons referred 
T by GFIM (reference 7/ ) who should be referred specifically to an 
Allergist (1990).. 

9/ Average Numbers of Visits to Allergist ; Pan^l estimates as to the 
" ^^verage number of visits required per year in 1990 to treat a given 

occurrence of a given ICDA disorder for those patients obtained from 

GFIM channels. ^ 

10/ Percent of AL Visits to Nonphysiciaa Providers (NPP): Pan|l 

estimates of the percent of all visits to the Allergy physician that 
should be delegated in 1990 to some kind of supervised nonphysician 
, health care provider. 

* • ' • ' . ^ 

n/ Percent AL Patients from Non-GFIM Sources ; Panel estimates the 
percent of patients comprising the typical Allergist's office 
practice in 1990 who should come from sources other than GFIM 
referrals; this percent could include referrals frpm non-GFIM 
physiciansi^ r'efd^trals from nonphysicians , and "walk-ins." 

12/ Average Number of Visits to Allergist ;^ Panel estimates of .the 

average number of visits required per y^ar in 1990 tp treat a given 
occurrence of a given ICDA disorder for patients obtained from other 
than GFIM sources k i 

13/ Percent gf AL visits to Nonphysician ' (NPP) ; Panel estimates of the , 
~ percent of all vi^itaAo, the Allergist that should be delegated in 
1990 , to some kind of Supervised nonphysician health care provider. 

Medical H ealth Care Visits 

^ ^ ' ' ' \ ^ > 

14/ Total Required : Computation of tSotal number of visits required of 
Allergy physicians, directly or^ridirectly , from all sources. 
• ♦ * ■ ' ^ 

15/ Total Delegated to' NPP ; Computation of the total number of visits 
that the Allergists of 1990 should delegate to nonphysician health 
care providers. 

16/ Percent Delegated ; A "weighted-average" calculation of delegation 
estimate fr6m GFIM (reference 8/) and non-GFIM (reference 13/) 
sources . 

17/ Total Recfdircd by AL ; Computation of the total number o^ visits tjfct 
shotild be handled directly and solely by Allergy physicians in 199ff. 
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